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February 12, 2016 


Ms. Cathy Conley, Manager 

Historic Homes Of Runnemede-Evarts House 

40 Maxwell Perkins Lane 

Windsor, VT 05089 


Dear Ms. Conley: 

Enclosed is a copy of your acceptable plans of correction for the survey conducted on 
January 13, 2016. Please post this document in a prominent place in your facility. 

We may follow-up to verify that substantial compliance has been achieved and maintained. If 
we find that your facility has failed to achieve or maintain substantial compliance, remedies 
may be imposed. 


Sincerely, 



Pamela M. Cota, RN 
Licensing Chief 


Developmental Disabilities Services 

Licensing and Protection 


Adult Services Blind and Visually Impaired 

Vocational Rehabilitation 
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Initial Comments: 

An unannounced onsite re-licensing survey was 
conducted on 1/13/16 by the Division of Licensing 
and Protection. The following is a regulatory 
finding. 

V. RESIDENT CARE AND HOME SERVICES 


5.10 Medication Management 

5.10.d If a resident requires medication 
administration, unlicensed staff may administer 
medications under the following conditions: 

(5) Staff other than a nurse may administer PRN 
psychoactive medications only when the home 
has a written plan for the use of the PRN 
medication which: describes the specific 
behaviors the medication is intended to correct or 
address; specifies the circumstances that 
indicate the use of the medication; educates the 
staff about what desired effects or undesired side 
effects the staff must monitor for; and documents 
the time of, reason for and specific results of the 
I medication use. 

This REQUIREMENT is not met as evidenced 
by: 

Based on record review and staff interview, the 
home failed to ensure that there was a written 
plan for non-nursing staff administering PRN (as 
needed) psychoactive medications for one 
resident sampled (Resident #1 ). Findings 
include: 


1. Per record review on 1/13/16, Resident #1 has 
an order for the psychoactive medication 
Risperidone 0.25 mg. by mouth every 4 hours as 
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needed for anxiety. There was no written plan for 
the non-nursing staff for the appropriate use of 
psychotropic medication that included the specific 
behaviors or circumstances , the side effects to 
be monitored, and documentation of the 
effectiveness of the medication. Per interview on 
1/13/16 at 11:30 AM, the Charge Nurse confirmed 
I that the resident did not have a written plan for 
non-nursing staff for the use of the PRN 
psychoactive medication for Resident #1. 
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